The term 'sulfur allergy' is misleading and dangerous and should not be used. an allergy to a sulfonamide antibiotic may imply cross-reactivity with other sulfonamide antibiotics, but does not imply cross-reactivity with non-antibiotic sulfonamides or other drugs containing sulfhydryl or sulfate groups. Patients who suffer from an allergic reaction to the combination of sulfamethoxazole and trimethoprim should be considered potentially allergic to trimethoprim and/or sulfamethoxazole until proven otherwise, and not recorded simply as 'sulfur allergic'. allergy to sulfonamides also does not imply cross-reactivity with sulfite preservatives, sulfates or elemental sulfur.
Introduction
Sulfonamides were the first class of antibiotics to be introduced in the 1930s. They remain important because they are effective, relatively safe and inexpensive, but adverse effects are relatively common. 
allergic mechanisms
The mechanisms of hypersensitivity to sulfonamides are not completely understood, but some principles are apparent. 1 The term sulfonamide applies to a sulfone group connected to an amine group (Fig. 1) . All antibiotic sulfonamides are arylamines (Table 1) 
Cross-reactivity
Many commonly used drugs, such as thiazide diuretics, gliclazide, frusemide and celecoxib, contain a sulfonamide moiety, but none contain the arylamine group. While it has long been considered that allergic cross-reactivity may exist between sulfonamide antibiotics and other sulfonamide drugs, this is actually unlikely because of the structural differences. Reports of cross-reactivity are based on single cases or small series. 2 The co-existence of hypersensitivity reactions to several drugs does not prove cross-reactivity between them. A review of all available relevant studies concluded that the dogma of crossreactivity between sulfonylarylamines and other sulfonamide drugs cannot be supported by the evidence. 3 In patients who have had an allergic reaction to one drug, allergic reactions to other drugs, even if entirely unrelated, occur more commonly.
In support of this concept, a very large cohort study showed that the association between allergy to sulfonylarylamines and other sulfonamide drugs was no stronger than that between sulfonylarylamines and the completely unrelated penicillins. 4 The evidence therefore suggests that non-antibiotic (nonarylamine) sulfonamide drugs need not be considered as contraindicated in those with a history of hypersensitivity to antibiotic (sulfonylarylamine) sulfonamides. This conflicts with the product information of many drugs.
Trimethoprim with sulfamethoxazole
The most common sulfonamide antibiotic used in Australia is sulfamethoxazole in combination with trimethoprim. This combination has synergistic antimicrobial activity, however, when hypersensitivity reactions occur, the patient might be allergic to trimethoprim or sulfamethoxazole (or possibly both). Trimethoprim, on its own, has been reported to cause type 1 allergy (anaphylaxis) 5 and even to cause fatal toxic epidermal necrolysis. 6 There are cases in which patients who had anaphylaxis after trimethoprim-sulfamethoxazole were labelled 'sulfur allergic' and subsequently had anaphylaxis after receiving trimethoprim alone, indicating that the patient was actually allergic to trimethoprim, not sulfamethoxazole.
Patients who suffer from hypersensitivity reactions to 
Conclusion
As a general principle, all allergic adverse reactions to medications should be recorded in the patient's file with the specific name of the drug or drugs to which the patient has reacted and the nature of the reaction. Allergies should not be attributed to classes or groups of drugs unless proven because assumptions about cross-reactivity may later be found to be incorrect. The term 'sulfur (or sulphur, sulpha, sulfa) allergy'
should not be used.
Examination revealed rapid atrial fibrillation, with no systemic or focal signs of sepsis, and she was afebrile. Haemoglobin, thyroid function, liver function and serum creatinine were normal. Her chest X-ray showed changes consistent with pulmonary oedema and bilateral pleural effusions. She was treated with frusemide and aspirin.
On the day before admission her white cell count was normal (5.5 x 10 9 /L) with a neutrophil count of 4.1 x 10 9 /L. However, on admission her white cell count was low (2.9 x 10 9 /L with a neutrophil count of 1.9 x 10 9 /L). The day after admission her white cell count fell to 2.7 x 10 9 /L and her neutrophil count to Five days after admission, the white cell count had increased to 4 x 10 9 /L and the neutrophil count to 2.6 x 10 9 /L (see Table 1 ).
Given her improvement, bone marrow biopsy was not performed. Her psychotic symptoms remained controlled with the switch to risperidone, and she was discharged from hospital.
Comment
Quetiapine is an atypical antipsychotic drug with a similar chemical structure to clozapine and olanzapine. Clozapine was the first atypical antipsychotic drug, but the risk of significant agranulocytosis requires rigorous monitoring.
